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The Zuni Indians (population 7900) live on a reservation
composed of 407,000 acres in western New Mexico. The majority of
the people reside in the Pueblo of Zuni, the primary commercial
and residential community. The Indian Health Service (IHS)
maintains a 40-bed acute-care hospital staffed by IHS physicians
as well as an outpatient clinic. Residents of the Zuni
Reservation depend almost exclusively on the IHS facilities for
their health care. The local economy is based on jewelry making,
livestock raising, and employment with the IHS, the Bureau of
Indian Affairs (BIA) , tribal agencies, the school system, and a
few local enterprises. The unemployment rate among the Zuni
popUlation is extremely high.
Type II diabetes is the most prevalent disease among Zunis.
It ranks as the leading cause of outpatient visits to the Zuni
Public Health Service Hospital. Of the many complications
arising from diabetes, renal failure has shown an alarming
increase. serious complications such as infections, neuropathy,
amputations, retinopathy, and periodontal disease are seen
frequently in the Zuni popUlation. The burden of diabetes is
growing rapidly, both for the Zuni people and the Indian health
care system.
In July 1983, personnel at the Zuni Service Unit, concerned
with the severity of the disease, initiated a community-based
exercise program designed to help control Type II diabetes.
Historically, the Zuni have been a physically active tribe. The
members are noted for possessing extraordinary endurance in
grueling foot races which form a portion of their tribal
heritage. This propensity toward exercise may explain, in part,
their willingness to embrace community-based exercise and fitness
programs.
The community-based exercise program began with two aerobics
sessions per week and has grown to more than 48 sessions, offered
5 days a week, several times daily, in a variety of sites in the
1

community. Sessions are offered for the general pUblic as well
as for individuals with Type II diabetes. Diabetic participants
are recruited through personal invitation, recommendations from
the medical staff, and through community advertisement campaigns.
A number of exercise-oriented community events, including foot
races, are offered throughout the year and are supported and
sponsored by local community groups, agencies, and businesses.
In 1987 the effects of the exercise and fitness programs
were retrospectively evaluated by analyzing medical records of 30
exercise program participants with Type II Diabetes and comparing
these with the medical records of 56 non-participants with Type
II Diabetes. The records were matched by age, sex, health-care
provider, and duration of the disease. From JUly 1, 1983,
through October 1, 1985, participants had a mean weight loss of
4 kg, whereas non-participants had a mean weight loss of 0.9 kg.
Participants' fasting blood glucose values dropped by a mean of
43 mg/dl, compared to a mean drop of 2 mg/dl among the non
participants. Participants were significantly more likely than
non-participants to have stopped their hypoglycemic medication or
to have decreased their medication dosage.
This study demonstrated that participation in a community
based exercise program can successfully facilitate weight loss in
a group of individuals with Type II diabetes. Further,
participation decreased fasting blood-glucose values and
decreased the need for insulin or oral hypoglycemic agents or
both. According to the literature of that time, this was the
largest group of patients with Type II diabetes enrolled in an
evaluated community-based program. The success of this
community-based intervention suggested that it may be effective
for the prevention and control of Type II diabetes in other
community settings.
(MWR for October 16, 1987)
Recently two new studies offer strong direct evidence that
physical activity may actually help prevent non-insulin-dependent
diabetes.
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Male study: The first study, appearing in the New England
Journal of Medicine, looked at nearly 6,000 healthy men.
Researchers from the University of California at Berkeley and
Stanford University compared the incidence of diabetes and the
estimated amount of energy the men expended each week over the
course of 14 years on activities such as jogging, sports,
walking, and stair climbing. They found that the most active men
(burning at least 3,500 calories in activity per week) were half
as likely to develop diabetes as the most sedentary (expending
less than 500 calories in activity). There was a steady decline
in the risk of diabetes with increasing levels of energy
expenditure: each 500 calories burned on a weekly basis (the
equivalent of moderate jogging for about an hour) reduced the
risk of diabetes by 6 percent. Those who participated in
strenuous sports, such as swimming, running, or tennis, had the
lowest risk of developing diabetes. And the protective effect of
physical activity was apparently independent of such risk factors
for diabetes as obesity, family history, and advancing age.
Nevertheless, those people at highest risk for developing
diabetes were found to benefit the most from exercise.
Female study:
More recently a similar study was published
in the Lancet that followed more that 87,000 healthy middle-aged
women (all nurses) for 8 years. Researchers from Harvard found
that women who exercised vigorously at least once a week were
significantly less likely to develop diabetes. The protective
effect of exercise was due only in part to its effect on weight
control. The researchers found an independent beneficial effect
of exercise among obese and non-obese women, older and younger
women, as well as among those with a family history of diabetes
and those without. The researchers suggested several ways in
which physical activity might help lower blood sugar, but no one
has yet been able to explain fUlly exercise's protective effect
against diabetes. Obviously, exercise helps to maintain a
healthy weight and reduce body fat. Studies have shown that
dieting by itself is not as successful in preventing obesity and
3

d)

conduct and support research which documents the
benefits of exercise in preventing and controlling Type
II diabetes
e)
create literature and documentation which encourages
other communities to develop healthful lifestyles.
The clinical component conducts weekly diabetic clinics for
those diagnosed with the disease. Depending on the severity of
the disease, patients may be scheduled more frequently although
quarterly is the average. The diabetic clinic mobilizes the
complete hospital staff into a mUlti-disciplinary team with the
Diabetes Program clerk as the conductor of the operation. Prior
to clinic day she will have requested and reviewed the charts of
the appointees, and working from a flow sheet, will have
indicated the types of procedures the patient requires. Examples
of the procedures the patients need include fasting blood sugar,
CBC, Hemoglobin Alc, cholesterol, keratin, urinalysis,
cardiogram, rectal examination, Pap smear, and breast exam.
Between these exams and lab work, the diabetes program nurse
educator and the staff nutritionist will provide one-on-one
counselling and education to the patients. A member of the
Wellness Center also participates in these clinics, providing
guidance and encouragement in adopting exercise programs
appropriate to the skill level and disease severity.
The clinical component is proactive in identifying
individuals at risk to diabetes.
The program has developed a
program called "Quick Control", a diabetes training program held
on a monthly basis and consisting of four 2 hour sessions each
Tuesday. The classes are taught by the Diabetes Project team
members - a physician, nurse, nutritionist, and exercise
educators. The Zuni Hospital staff psychologist is a member of
the team, hosting support group sessions for the class members.
"Quick Control" emphasizes wellness and a team approach to
diabetes management. It is designed for tribal members wishing
to learn about diabetes and for those who can manage their
disease with meal planning, exercise, and/or diabetes medication.

Gestational diabetes is a special problem within this
population. The diabetes program participates in prenatal
clinics in an effort to monitor and treat affected individuals.
The program staff spend considerable time in the schools and the
community providing education in the risk factors associated with
diabetes, weight control methods, the benefits of exercise and
keeping fit, and the importance of good nutrition. The school
system has implemented the comprehensive health education program
"Growing Healthy" which implements messages on healthy
lifestyles.
The IHS Zuni Hospital has recently implemented an
automated medical record called the Patient Care Component (PCC).
The primary objective of the data base design will be to
integrate patient and cost data into a single ADP system,
supporting the various information needs of management, specific
disciplines and health programs, while at the same time
collecting and storing a core set of health and management data
that cuts across disciplines and facilities. This integration of
data allows for specific information to be collected only once,
by the program that generates the data, and then be made
available to all users who need access to it. Additionally, like
information is stored in a single, integrated file, rather than
being scattered in a number of discipline-specific files. The
data base will offer an effective tool for planning resource
requirements as well as intervention strategies and treatment.
Following the diabetic clinics all of the relevant information is
entered into the patients data base for efficiency and
effectiveness of patient monitoring on an ongoing basis. With
similar equipment at the Wellness Center the exercise event(s)
and frequency information by client could be entered and stored
in the PCC as well. This would be invaluable to researchers
examining the impact of exercise on disease and health.
The ZWC is a fitness and health promotion facility staffed
by four full-time positions that provide on-site and community
outreach programs of major importance to the Zuni community. The
Wellness Center is comprised of a well-equipped and well-staffed
7

health promotion facility and office which has been greatly
utilized by the Zuni community; numerous community-based health
promotion disease prevention programs that have had a measurable
impact on community members; an information base that would be
useful to researchers into the effects of exercise on disease and
health; and a consultation, training and technical assistance
component which provides outreach to other American Indian and
Alaska Native (AI/AN) communities wishing to develop and
implement community based wellness and exercise programs. The
center deals with problems and risk factors such as sedentary
lifestyles, individual over-nutrition, obesity, diabetes,
hypertension, substance abuse, and community problems which
include boredom, apathy, and alienation.
The Wellness Center functions much like a health club with a
small facility usage fee charged (memberships and one-time only).
Chronic disease patients, seniors, and teens pay 1/2 price
($1.25/month). School employees are exempt because the Zuni
School District donated facility space to the center. Through
the use of the district's facility the Wellness Center provides
an employee wellness program for school employees.
The Zuni Model Diabetes Program has been extremely proactive
in sharing their experiences with other IHS Service units and
AI/AN communities. There have been a number of scholarly papers
concerning the Zuni experience published in scientific journals.
These articles prompted an awareness of disease prevention and
health promotion within the IHS leading to the assignment of
prevention staff in each Area to coordinate the information
generated within tribal communities. zuni Diabetes Program staff
have been prominent presenters at Health and Wellness Conferences
hosted by Federal and State governments, universities, and
foundations. The program has provided one-on-one consultation to
numerous communities. In May 1991, the ZWC through funding from
the Chamiza Foundation, presented a conference on community-based
fitness and health promotion attended by approximately 130
8

persons. The theme of the conference was "Cultural Preservation
through Tribal Wellness".
The ZWC sponsors numerous fitness activities throughout the
year. Examples include:
The ADDual Zuni Fitness Series: The Zuni Fitness Series is
designed to involve participants over 4 monthly summer events.
Each month's event stages five races or noncompetitive activities
which include: runs, walk races, youth runs, fun runs, bike-run
biathlon relays, youth bike-runs, 25 mile relays, 15k walk
relays, and aerobics workouts and competitions. Many of the
participants will have established a personal training program in
anticipation of and to get in shape for these summer events.
This series promotes awareness of diabetes in AI/AN and an
understanding that fitness can help prevent or control the
disease. The Fitness Series logo and philosophy encourages
Indian people to "outrun Diabetes" with regular participation in
aerobic activity.
Chronic Disease Control Program: This incentive-based
exercise program is designed to help motivate and guide
previously unhealthy individuals with chronic disease, such as
diabetes, hypertension, and coronary vascular disease, in
achieving an activity level that would help prevent morbidity
from the disease and improve the quality of their lives. Chronic
disease patients and high-risk individuals are referred by the
medical staff for this program. Participants are rewarded when
they have accomplished their 60th session of aerobics exercise.
Participants have 6 months in which to perform 60 exercise
sessions in their choice of aerobic activity. Blood pressure,
blood sugar, and weight are monitored once a week at the
discretion of the participant. Theoretically, the control
program will help establish activity patterns that will be
continued following program completion. Experience has shown
that most previously sedentary individuals who successfully
complete the program then establish an exercise pattern which is
maintained to various degrees.
9

Holiday Eating Learning program (HELP): This team weight
loss competition is an annual 11 week weight control program
created by the ZWC to provide incentive, structure and
reinforcement for Zuni and Pine Hill residents trying to prevent
weight gain over the holidays - Halloween through New Year's.
(A
manual originally written by the ZWC has been published and made
available through the IHS Diabetes Program. See Appendix A for a
sample booklet) The weight-loss competition is a two-community
program utilizing non-professional coordinators, worksites, and
community groupings and is based on team support, exercise, and
behavior modification techniques designed to guide participants
in gradual, sustained weight loss based on lifestyle practices
which are sustainable.
Aerobics Classes: The most popular ongoing exercise
program, especially for females, are the aerobics classes. These
are held at various locations throughout the community, many
conducted by volunteer instructors. Classes are generally 60
minutes in length composed of warm-up, aerobic dance, pulse
monitoring, floor exercise, stretching, and cool-down. Most
classes at the ZWC are instructed by the Aerobics Coordinator.
It is possible to attend an aerobics exercise program each
evening at some location within the Zuni community.
The Human Race: This is an annual 8 week fitness challenge
between the communities of Zuni and Pine Hill. Utilizing
volunteer coordinators, the Human Race is based on motivation
techniques, promotion and recruitment, behavior modification
practices, education, reinforcement of learned behaviors, and
recreation. Approximately 400 residents take part in this event,
making it one of the biggest health promotion programs conducted
in Zuni (excluding the events of the Zuni Fitness Series).
Programs for senior citizens: The ZWC has implemented a
track-walking program for Zuni seniors. It is designed for
safety (stretching, warm-up, cool-down, "comfort zone") and
effectiveness (frequency, duration, target heart-rate).
Participants have made dramatic improvements in strength and
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endurance, with several taking part in Zuni Fitness Series walk
races. The ZWC has designed and implemented circuit-training
especially for seniors. This fitness program is geared for the
winters and inclement weather. After initial reluctance, Zuni
Seniors have become steadfast participants training two to three
mornings per week. Circuit training promotes improvements in
strength, flexibility, and endurance. Many individuals have
diabetes and/or hypertension, and are likely to gain significant
health benefits from the exercise. The ZWC provides aerobics
classes for Zuni Seniors at the Seniors' Center. Workouts are
low-impact and geared for the elderly. Senior citizen fitness
participants have achieved greater strength, range-of-motion, and
pain relief through exercise.
Circuit Training Programs: The ZWC Circuit training room is
an attractive, professional facility equipped with high quality
weight machines, exercise machines, and ergometers. It has
. become a much utilized indoor training alternative. It attracts
a much higher proportion of males than aerobics classes. With
recommendations provided by the Zuni IRS physical therapist, the
ZWC Assistant Director and staff have designed a circuit training
program for these adults with mental and physical handicaps. It
also allows the ZWC staff to conduct carefully structured
exercise programs for groups needing closer supervision: seniors,
students, chronic disease patients. etc. Training sessions are
held 3 days per week and are highly structured and individualized
to meet the wide range of needs and abilities of participants.
Individual ZWC Fitness Programs: Physicians and hospital
staff are made aware of fitness and disease control programs at
the ZWC. A written referral system is instituted whereby IRS
chronic disease patients receive medical clearance and a
prescription for exercise at the ZWC. Individual patients
functioning under a health assessment receive a structured
training plan and one-on-one supervision. During the exercise
events the participants have the opportunity to check body
weight, blood glucose monitoring, and blood pressure on a weekly
11

basis in the ZWC office. Individual weight control programs are
conducted for ZWC members who undergo a health assessment and
identify weight reduction as one of their goals. Aside from
diabetes and hypertension, chronic disabilities caused by
arthritis and various physical handicaps are also impacted by ZWC
programs. Handicapped adults experience similar improvement.
Health education addressing chronic disease issues is conducted
at the ZWC, in small groups or one-on-one, and on a limited
basis.
Youth and Young Adult Basketball League: From December
through March the ZWC youth and young adult basketball league is
directed by the ZWC Health Promotion Coordinator. This activity
provides recreation, exercise, and training skills to
approximately 200 youth from Zuni and the Pine Hill community.
The primary target group is boys and girls, ages 8 to 13, who
are unable to play on school teams. League play and tournaments,
supported by volunteer coaches and workers, are very popular
community activities which pay for themselves through admission
charges and concessions. An open gym program, managed by the ZWC
Health Promotion Coordinator, provides an important recreational
alternative for young men (15-30 yrs) at a high risk age for
substance abuse. This activity, attracting an average of 25
young men each afternoon, also helps build self-esteem and
establish more physically active lifestyles in Zuni. The program
provides a recreational alternative during the winter months.
lOO-Mile Club: This program was originated by the Zuni
Diabetes Project, however it is not being implemented at the
present time. The program, for walking or jogging, is the least
complicated of the fitness activities. Individuals have 4 months
within which to complete the 100 miles. The distances are kept
on a chart in a conspicuous place aiding in motivating the
participants as well as the non-participants. Rules are
established for the number of outings and minimum miles per week
depending upon the weather and the condition of the participants.
12

The Zuni Model Diabetes Program has demonstrated that a
sedentary community can be mobilized to embrace exercise. Given
these findings, and recognizing that Type II diabetes is a
significant health problem in AI/AN communities, the IHS is
interested in exporting the Zuni experience to other Tribal
communities. The purpose of this evaluation was to consider the
activities of the Zuni Program and to make recommendations to the
IHS concerning the structure and content of technical assistance
which would be required to successfully support the replication
of the Zuni results. The remainder of the report will discuss
the elements of the replication program the IHS must consider and
the requirements for staff development to facilitate technical
assistance.
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This section of the report will discuss concepts of the
replication model the IHS must consider and the requirements for
staff development to facilitate technical assistance.

The following quote from Halafdam Mahler, Director-General
World Health Organization, is important for the IHS and tribal
communities to understand as they begin to address the
implementation of wellness campaigns intended to change
lifestyles.
"Health action cannot and should not be an effort imposed
from outside and foreign to the people; rather it must be a
response of the community to the problems that the people in
the community perceive, carried out in a way that is
acceptable to them, and properly supported by an adequate
infrastructure."
Rather than have the IHS in a directive role for
implementing wellness campaigns in the community, the community
must be empowered to take action. The term "community
development" has come into international usage to connote the
process by which the efforts of the people the~5elves are united
with those of governmental authorities to improve the economic,
social, and cultural conditions of the people. This complex of
processes is made up of two essential elements: the
participation by the people themselves in efforts to improve
their level of living with as much reliance as possible on their
own initiative; and the provision of technical and other services
in ways which encourage initiative, self-help, and mutual help,
and make these more effective.
Community development, wellness, health promotion, disease
prevention, and health protection efforts are complementary. To
facilitate community development the IHS should provide technical
14

assistance in the process of forming community coalitions. The
skills required for community-based management include
organizational staffing, campaign planning, campaign staffing,
campaign marketing, campaign coordination, conduct of the
campaign, reinforcement of the messages, encouragement for the
participants, and record keeping. It is recommended that
organizers be participants and role models as well as campaign
managers. The community coalitions should not be divided into
"we/they. II The management and participation w~thin the coalition
include persons involved with tribal government, the BIA, the IHS
hospital or clinic staff, and other agencies as well as community
residents.
Before the coalition can begin the planning process for
implementing wellness interventions there is a need for accurate
and complete baseline information. The community coalition must
be taught the tools and techniques of data gathering as well as
the techniques of analyzing the results. Baseline information
such as morbidity, mortality, behavioral risk factors, adolescent
health status, and adolescent and young adult substance use, must
be enumerated and used to plan, organize, direct, monitor, and
evaluate the community directed wellness interventions. For the
coalitions activities to be effective the following research
questions must be analyzed:
o
Are data available which conclusively establish that a
problem exists, and if so, is the magnitude of the
problem aggregated by community, age, sex, and by the
population at risk?
o
What are the causes of excess mortality and morbidity
in this community? Have they been scientifically
determined and documented?
o
What are the significant behavioral risk factor data in
this community?
o
Are members of the community alarmed over the magnitude
of the health problem(s)? behavioral risk factor data?
15

o

What resources within the community are currently
mobilized to impact the morbidity/mortality and
behavioral risk factor events?

o

What resources are available which could be mobilized
to impact the morbidity/mortality and behavioral risk
factor events?

o

What interventions have been successful in other AI/AN
communities experiencing similar morbidity/mortality
and behavioral risk factor events?

The coalition must seek community input into the Health
Promotion Disease Prevention (HP/DP) planning process.

This is

essential, not merely as participation, but to assure complete
ownership of the plan.

Additionally, individuals and families

must be made aware of the need to assume responsibility for their
own health.

The IHS and the tribe can be a partner in assuring

individual and family health, however, it is important to
underscore that they should not be the dominant forces.

To

achieve positive individual lifestyle and behavioral changes
there must be an effort to heighten awareness, increase
knowledge, motivate with appropriate incentives, teach skills to
individuals and introduce policies and regulations with
beneficial health goals.
A

= Awareness,

I

=

This ideal fits into the AIMS acronym:

Information, M

= Motivation,

and S

= Skills.

The skills required to organize a success£ul community-based
campaign are focused and will be comparable to those required on
a continuing basis.

By starting small, community members can

"learn as they go" the skills necessary to assure coordination
and continuity. The goals should be threefold: 1) providing
experience and skills development for community-based management
of wellness campaigns: testing the community readiness for
sufficient participation: demonstrating levels of individual
participation on an ongoing basis - numbers of participants with
greater than 1, 3, 6, 12 months continuous participation.
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The Zuni Model Diabetes Program is composed of two distinct
components: an IHS funded "Center of Excellence" and the ZWC 
also IHS funded through a Public Law (P.L.)
93-638 contract to the Zuni Pueblo government. It is not
necessary, nor are there funds available, for each tribe, tribal
organization, or AI/AN community to mimic the Zuni organization.
Most tribes and AI/AN communities have IHS clinical care
available either direct or through contract. Within these
communities there exists a clinical component for controlling
diabetes - although not necessarily at the level of
comprehensiveness as the Zuni Model Diabetes Project. The
wellness component, freestanding or integrated with the clinical
component, remains the missing ingredient in many AI/AN
communities. It is impractical for AI/AN communities to assume
that the ZWC model is the minimum acceptable organization
structure. Zuni started with very limited resources. It wasn't
until the community proved its willingness to sustain a high
level of wellness/exercise initiatives that resources from
outside were available to facilitate current staffing and
equipment.
The most important consideratio~ is for AI/AN communities to
become convinced that healthy lifestyles, incluuing weight loss,
good nutrition, exercise, stress reduction, smoking cessation,
responsible drug and alcohol use, and violence abatement, can
become an integral part of the fabric of the culture.
If
community residents are supportive of efforts to implement
programs which encourage healthful behaviors there will be the
nucleus from which to begin. One AI/AN community group developed
the following philosophy which directs their activities: "We,
the people of Community X, believe the community can and should
be healthy. We believe that all individuals are capable of
making decisions when informed and provided with factual
information and that all individuals have a right to, and a
17

responsibility for, their own health decisions. We subscribe to
the preservation and protection of our traditional beliefs and
values for mUltiple generations. We believe that by putting the
needs of the people first we will regain trust, respect, and
compassion for each other. Through the community working
together, taking ownership of its health, and striving to improve
the quality of all of our lives, we will become a healthy
community, enhance our self-esteem, and preserve our way of
life."
Because resources will be the major impediment to the
community coalition as they embrace the concept of wellness, it
is important for them to consider and develop 1.oiV cost and "low
management" approaches to intervention implementation. Once the
willingness of community members to do something has been
demonstrated, then specific action becomes important. Rather
than address all of the wellness needs of the community, the
coalition should focus wellness campaigns initially designed and
targeted at behavior modification for those in the popUlation
with Type II diabetes. The components which contribute to
Type II diabetes are obesity, lack of exercise, and poor
nutritional choices. One can visualize these as a "circle of
causation" with each component contributing a proportionate
share. One can also imagine a containment/prevention paradigm as
a "circle of effect" containing exercise, weight-loss, and
healthful nutrition choices.
For a community wishing to interrupt the behavior patterns
associated with Type II diabetes, a good first component to
address in the "circle of causation" is exercise. As contrasted
to weight loss (dieting) and modifying nutrition/eating habits,
exercise offers the greatest potential for immediate success for
the coalition, exercise is less threatening initially to
participants, exercise can be fun, and effective exercise can be
simple to implement.
Community coalitions could begin with the development of a
50/100-mile club, such as the 100 mile club designed by the Zuni
18

Diabetes Project consisting of walking and jogging. Individuals
have 4 months within which to complete the 100 miles. The
distances are kept on a chart in a conspicuous place aiding in
motivating participants as well as the non-participants. Rules
are established for the number of outings and minimum miles per
week depending upon the weather and the condition of the
participants. The advantages of implementing a SO/lOO-mile club
are: a variety of activities could be incorporated - walking,
jogging, running, and bicycling; implementation is low-cost; all
age groups can participate, from pre-schoo1ers to senior
citizens; and specialized facilities are not required.
(See
Appendix A for the IHS Booklet on establishing a 100-mile club)
After the participants have shown a willingness to continue
participation in the 50/100 mile club, the second intervention, a
weight loss campaign, could be initiated and incorporated. In
addition to keeping a log on the number of miles attained,
participants could begin keeping a weight-loss log. The kick-off
of the campaign would begin with awareness. Information would be
provided, the motivation incorporated, and new skills learned.
As mentioned earlier, weight loss and exercise are complementary.
Perhaps the weight-loss campaign would encourage new participants
that the 50/100 mile club had failed to attract. By combining
the exercise component with the weight loss component the
coalition has established the second component of the triad. It
may be that new coalition members are recruited to manage the
weight-loss component thereby giving additional individuals
knowledge and skills at intervention campaign management.
As the weight loss campaign is reaching its intermediate
conclusion/de-emphasis, it will be time to implement the third
component of the triad - changing nutrition choices and eating
habits. Again this is a special emphasis campaign which is
embedded within the exercise and weight loss components. To
maintain the concept of the "circle of effect", it is important
to keep all three components embedded and not let one function at
the exclusion of the others. Again, new participants will be
19

recruited and there will be opportunities for new community
members to assume organizational roles in the community-based
management. The complementary nature of the campaigns "set the
participants up" for susceptibility to the messages of the
campaigns which follow. The 50/100 mile club will ideally
encourage the formation of groups who participate and reinforce
the participation of others. These natural groups become
efficient sources for imparting and disseminating the information
which is provided by the other campaigns. Groups exercise
together and compete with one another for most miles attained,
most pounds lost, and the most creative way to modify the diet to
incorporate the concepts of healthful nutrition.
Rather than focus on the comprehensive programs offered by
the ZWC, initially it is important to establish an exercise ethic
within the community to demonstrate the willingness of the
community to participate fully and continuously. Realistically,
these three initiatives, reemphasized on a periodic basis
throughout the year and continuing for years, would represent low
cost and low management yet effective HP/DP intervention
campaigns for AI/AN communities, achieved largely through the
programs being community-based and managed by community members.
If the participation increases, more community residents may come
forward to participate in the management of the campaigns. As
awareness and motivation increase and acceptable participation is
established the coalition, can evaluate community desires for
more sophisticated wellness/exercise programs. Through concerned
coalition efforts it may be possible to mobilize funding for more
elaborate fitness programs similar to the ZWC model. The form
these take and the degree of input from the local health care
system will be extremely variable and more appropriately
determined by the community residents themselves. Examples could
include; aerobics classes, annual/periodic fitness events
sponsored by the tribe/community, a variety of athletic leagues
organized to encourage broad based participation, facilitation of
20

weight training and aerobics equipment, and the provision of
gymnasium space and programs.
with the preceding as the foundation for effective
community-based wellness campaigns what are the requirements for
the IHS to consider in the provision of technical assistance to
tribal communities? The next section will discuss the training
and technical assistance requirements which will be an IHS
responsibility.
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1.

ESTABLISHING COMMUNITY-BASED COALITIONS
To facilitate community development the IHS should provide

technical assistance in the process of forming community
coalitions.

There has been preparatory work in the techniques of

community development in AI/AN communities.

In 1988, the

Aberdeen Area IHS let a contract with the Stanford University
Health Promotion Resource Center to develop a manual on effective
methods for community organization to manage health promotion
campaigns in AI/AN communities.

Numerous staff from the IHS,

including staff from the Zuni Diabetes Project, participated on a
technical advisory panel to the contractor.

To date the final

"draft" of the manual has not been approved by the IHS.
Additionally, there is a problem with adequate resources
necessary to print sufficient copies for distribution to tribes
and corporations.

It is important that someone at the

Headquarters level assume the responsibility for final approval
of the document and assuring that resources necessary for the
printing and distribution of the manual are forthcoming.

2.

COLLECTING BASELINE INFORMATION
Before the coalition can begin the planning process for

implementing wellness interventions, there is a need for accurate
and complete baseline information.

The community coalition must

be taught the tools and techniques of data gathering as well as
the techniques of analyzing the results.

Baseline information

such as morbidity, mortality, behavioral risk factors, adolescent
health status, and adolescent and young adult substance use, must
be enumerated. The coalition will then have data with which to
plan, organize, direct, monitor, and evaluate campaign
interventions.
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3.

INTERVENTION CAMPAIGN MANAGEMENT

The coalition must be taught skills required for community
based management. These include organizational staffing,
campaign planning, campaign staffing, campaign marketing,
campaign coordination, managing the conduct of the campaign,
reinforcing the intervention messages, encouraging the
participants to persevere, and participant record keeping. It is
recommended that organizers be participants and role models as
well as campaign managers.
4.

SELECTING THE INTERVENTIONS

To achieve positive individual lifestyle and behavioral
changes there must be an effort to heighten awareness, increase
knowledge, motivate with appropriate incentives, teach skills to
individuals and introduce policies and regulations with
beneficial health goals. This ideal fits into the AIMS acronym:
A = Awareness, I = Information, M = Motivation, and S = Skills.
Individuals and families must be made aware of the need to assume
responsibility for their own health. The IHS, the tribe(s), and
the community coalition can be a partner in assuring individual
and family health, however, it is important to underscore that
they should not be the dominant forces.
Rather than address all of the wellness needs of the
community, the coalition should focus wellness campaigns
initially designed and targeted at behavior modification for
those in the popUlation with Type II diabetes. The components
which contribute to diabetes are overweight, lack of exercise,
and poor nutritional choices. The components which effect
containment/prevention are exercise, maintaining appropriate
weight, and healthful nutrition choices.
A.
EXERCISE
For a community wishing to interrupt the behavior
patterns associated with Type II diabetes the first component to
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address is exercise. As contrasted to weight loss (dieting) and
modifying nutrition/eating habits, exercise is less threatening
initially, exercise offers the greatest potential for immediate
success for the coalition, exercise can be fun, and effective
exercise can be simple to implement. Community coalitions could
begin with the development of a sO/lOO-mile club, such as the 100
mile club designed by the Zuni Diabetes project consisting of
walking and jogging. The advantages of implementing a 50/100
mile club are: a variety of activities could be incorporated 
walking, jogging, running, and bicycling; implementation is low
cost; all age groups can participate from pre-schoolers to senior
citizens; and specialized facilities are not required.
B.
WEIGHT LOSS - MAINTAINING APPROPRIATE WEIGHT
After the participants have shown a willingness to
continue participation in the exercise campaign the second
intervention, a weight loss campaign, could be initiated and
incorporated. In addition to keeping a log on the number of
miles attained participants could begin keeping a weight-loss
log. The kick-off of the campaign would begin with awareness,
information would be provided, the motivation incorporated, and
new skills learned. As mentioned earlier, weight loss and
exercise are complementary.
C.
HEALTHFUL NUTRITION CHOICES
As the weight loss campaign is reaching its
intermediate conclusion/de-emphasis it will be time to implement
the third component of the triad - changing nutrition choices and
eating habits. Again this is a special emphasis campaign which
is embedded within the exercise and weight loss components. It
is important to keep all three components embedded and not let
one function at the exclusion of the others. Again new
participants will be recruited and there will be opportunities
for new community members to assume organizational roles in the
community-based management.
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5.

MAINTAINING COMPREHENSIVENESS, COORDINATION, AND CONTINUITY

The intervention campaigns which the community coalition(s)
develop must be ~omprehensive, ~ontinuous, and ~oordinated.
Comprehensiveness is assured when the needs of each member of the
community is considered. This means that preschool, elementary,
and secondary school children must be provided awareness,
information, motivation, and skills sufficient to instill life
long behaviors conducive to good health. This could be
accommodated through a comprehensive health education curriculum
in the schools. Packages such as "Growing Healthy", "Teenage
Health Teaching Modules", and "Here's Looking at You 2000" are
examples of excellent programs, especially those which have been
modified to depict AI/AN culture. Exercise is an important
component of the primary and secondary curriculum and should be
included to establish life-long patterns of exercise attainment.
The adult population, including senior citizens, must be offered
community-based facilities and opportunities to continue
appropriate healthy lifestyle behaviors.
Continuity is ensured when the skills learned are repeated
over a person's lifetime. This requires that community-based
wellness programs which are put in place are maintained on a
continuous basis through support by organizations and the
community.
Coordination is an important consideration because numerous
organizations and agencies have the authority for implementing
and maintaining programs which support positive individual,
family, and community-wide behavior. It is important that
community-based oversight is available to ensure that these
organizations and agencies assume the responsibility their
authority confers, and to guarantee that duplication and
redundancy is kept to a minimum.
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6.

LINKAGE OF EXERCISE WITH CHRONIC DISEASE

Most tribes and AI/AN communities have IHS clinical care
available either direct or through contract. Within these
communities there exists a clinical component for controlling
chronic diseases, especially diabetes - although not necessarily
at the level of comprehensiveness as the Zuni Model Diabetes
Project. The wellness component, freestanding or integrated with
the clinical component, remains the missing ingredient in many
AI/AN communities. To be effective the wellness component should
be community-based and organizationally independent from the
medical care component. This independence does not confer
isolation. Both components are essential to community wellness.
Therefore, strong linkages between the components must be
developed and maintained.
7.

DEVELOPING A COMMUNITY-BASED WELLNESS PROGRAM

The Zuni Model Diabetes Program is composed of two distinct
components: an IHS funded "Center of Excellence" and the ZWC 
also IHS funded through a P.L. 93-638 contract to the Zuni Pueblo
Government. It is impractical for AI/AN communities to assume
that the ZWC model is the minimum ac~eptable organization
structure. Zuni started with very limited resources. It wasn't
until the community proved its willingness to sustain a high
level of wellness/exercise initiatives that resources from
outside were available to facilitate current staffing and
equipment. The most important consideration is that AI/AN
communities become convinced that healthy lifestyles, including
weight loss, good nutrition, exercise, stress reduction, smoking
cessation, responsible drug and alcohol use, and violence
abatement, can become an integral part of the fabric of the
culture.
If community residents are supportive of efforts to
implement programs which encourage healthful behaviors there will
be the nucleus from which to begin.
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It is not necessary, nor are there funds available, for each
tribe, tribal organization, or AI/AN community to mimic the Zuni
organization. To be realistic the three wellness interventions
discussed previously, reemphasized on a periodic basis throughout
the year and continuing for years, would represent low cost - low
management yet effective wellness initiatives for AI/AN
communities. This assumes that the programs are community-based
and managed by community members. As community awareness and
motivation increase it may be possible to mobilize funding for
more elaborate fitness programs and facilities similar to the ZWC
model. Examples could include: aerobics classes, annual/periodic
fitness events sponsored by the tribe/community, a variety of
athletic leagues organized to encourage broad based
participation, facilitation of weight training and aerobics
equipment, and the provision of gymnasium space and programs, to
name a few.
8.

EVALUATING THE EFFECTIVENESS OF THE PROGRAM

It is important that the community coalition understand the
importance of establishing baseline information of community
health status prior to initiation of wellness intervention
campaigns. This will provide the information necessary to
evaluate, at a later period, the effectiveness of their efforts.
When dealing with the benefits of exercise to community residents
the goal is to document the level/consistency of the
participation rather than establish the effectiveness of exercise
toward improved health. This information is best left to the
academic researchers. However, if accurate baseline health
status data are gathered and reported in each
participants/patients medical record and if the continuity and
frequency of exercise participation is recorded then the
researchers have the information necessary for a retrospective
effects study. In those service units which have implemented the
patient care component this system offers great potential for the
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wellness staff to add information on each participants continuity
and frequency of exercise.
9.

SHARING EXPERIENCES WITH OTHER AI/AN COMMUNITIES

Initially, the IHS staff at the Zuni Hospital were concerned
with the diabetes rates in the local population. They initiated
exercise and other wellness programs to impact the disease. Over
the years, as they began to experience success in their efforts,
they began pUblicizing these successes. So it is for each AI/AN
community that implements community-based wellness programs.
Each community is somewhat different and what works for one may
require modification before it is acceptable and effective in
other communities. It is of great value to other communities to
learn of a community's success. As more communities implement
wellness programs there will be more permutations which can lead
to success. This learning and sharing is an essential skill
which must become part of the community-based wellness program
responsibility.
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In an effort to determine what AI/AN communities need in
establishing wellness programs the IHS Diabetes Program requested
a modification to the scope-of-work to develop and administer a
questionnaire to participants having attended a wellness
conference hosted by the Zuni Model Diabetes Project.

The

conference was held in Gallup, New Mexico, May 9 and 10, 1991.
The title of the conference was "Cultural Preservation through
Tribal Wellness" and the purpose was to assist tribes in
gathering resources to create programs that promote health and
prevent disease. The conference focused principally on fitness
programs because they generate health of mind, body, spirit, and
community.

The questionnaire can be found at Appendix B.

The conference was attended by participants from eight of
the IHS Areas and 33 distinct service units within those Areas.
To establish the overall sample the thirty-three Service Units
were randomly ranked from 1 to 33.

Service units ranked 1 - 10

were established as the sample. To establish an interview sample
a listing of conference participants by job title was compiled.
In many instances there were more than one
participated in the conference from

~ach

per~o~

who

of the service units.

The evaluator selected the participant who by job title appeared
to be most responsible for diabetes prevention or exercise
promotion from the sample service Unit.

The identified persons

were called to determine if they would be willing to complete a
questionnaire and be interviewed concerning their responses.

In

one instance the person pre-selected suggested a more appropriate
participant and this alternate agreed to participate in the
survey. All others queried agreed to participate with the
reSUlting sample size established as 10 interviewees.
The questionnaire was mailed to the selected participants
with a cover letter explaining the procedures.

The respondents

were given two weeks to consider and complete the questionnaire.
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Following this period the evaluator called each of them and
recorded their responses onto duplicate questionnaires.

In this

manner 100 percent of the sample responded and the process was
completed within a 40 day period.
detailed as follows:

The results of the survey are

To determine to what extent the respondents expectations
were met from conference participation the following scoring
scale was used.
a = to a very great extent

( Score = 4 )

b =

to quite an extent

c =

( Score = 2 )
to some extent
to a very little extent ( Score = 1

d =

( Score = 3 )

The average score of the 10 respondents to this question was
2.5 or midway between "to some" and "to quite an extent". This
represents an acceptable assessment of the conference by the
sample of the participants.

The explanations, when provided,

related more to the participants lack of preparation for and
understanding of the purpose of the conference rather than a
negative assessment of the conference topics, material, or the
quality of the presenters.
with the exception of one participant from the Gallup
Service unit who paid her way

indep~ndently,

participants were supported by their program.

all other
This included

support from the IHS Area/service unit or by the tribally managed
638 programs.
Participation in the conference has had a positive impact
within the communities and service units represented by the
sample.

In a number of instances the participants came from

communities where there were numerous wellness programs already
in place. The motivation for conference attendance was to learn
additional techniques for enhancing existing programs. There
were a number of comments which led the interviewer to infer a
compulsion for establishing unique programs for their communities
rather than "shoe horning" the Zuni or other canned programs.
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This was usually stated as: "We're quite different from Zuni, so
what works for them will not work here!"

Therefore the responses

to this question were related more to expansion of existing
programs such as:

community awareness of health, wellness, and

the benefits of exercise; community-based exercise and wellness
programs; and lOO-mile walking-jogging clubs.

There were limited

responses to the development of community coalitions to manage
health promotion intervention campaigns, weight-loss
competitions, fitness challenges, community aerobics, weight
training, and cardiovascular and total body conditioning
interventions.
The success in efforts to implement health and wellness
programs in the communities have been in the establishment of
employee fitness programs, creating linkages with the diabetes
programs, and efforts at building community awareness for
wellness and exercise programs.

One group of participants

encouraged the tribal project board of directors to form a Health
and Wellness Committee.

The committee formed has been especially

proactive in organ1z1ng wellness programs especially in isolated
communities of the service area.

Other participants established

linkages with a local community college and encouraged them to
provide credit for attendance at aerobics classes.

One group

added a staff person to the health and wellness department.

A

large service unit placed emphasis on youth fitness programs
which reach large numbers of youth.

Additionally, they were

successful in involving the adults from the community in the
management of programs.

A group of community health

representatives (eRRs) implemented a program for mammographic
screening of community residents.

One service unit developed a

health and fitness club for employees by establishing a
relationship with a local fitness center.

A program established

aerobics classes for community residents and has been successful
in obtaining certification for nine community residents as
aerobics instructors.

They are successful in utilizing aerobics

class participants as recruiters for "spreading the good news."
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One service unit implemented a Holiday Eating Learning Program
(HELP) program and sponsored other community wellness activities.
The major barriers to implementing health and wellness
programs in AI/AN communities centered around a lack of funding,
facilities, volunteers, and qualified fitness instructors.
Maintaining interest throughout the year is a significant
barrier. Participants drop out during the summer months and it
is difficult to recruit them back in the fall. Apathy is a
problem - community residents say they don't have the time to
devote to exercise. Apathy among the executives of the service
unit is apparent in some programs and this translates into apathy
by the staff as well.

Lack of adequate facilities appears to be

a barrier for many of the communities.

In many instances the

community interest and motivation is high but a lack of staff
coupled with large service areas makes it difficult to maintain
rational continuous programs.

staffing for health and wellness

programs is a recurring barrier for most of the respondents
although some programs have looked to the CHRs as a potential
source for staffing of health and wellness programs. Volunteers
have a place in health and wellness programs, however, employing
full- or part-time persons to conduct exercise programs would
show commitment and encourage greater participation. It is
difficult to recruit and retain qualified aerobics instructors on
a volunteer basis.

Geographic distribution and isolation of the

population makes it very difficult to organize exercise programs.
There is a need for community based coalitions and training for
coalition members.
Programs have attempted to overcome these barriers through
marketing - placing informational posters in conspicuous places,
use of local/tribal radio stations for informational support,
providing daycare/babysitter services for participants, and
holding sessions at times convenient to the majority of the
participants. Continuity of programs must be addressed; it does
no good, and may be extremely counterproductive, to initiate
programs when the necessary qualified staff, community
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support/involvement, facilities, and funding have not been
established definitively. Establishing employee fitness programs
as a demonstration of support and setting an example for
community residents is another method used to overcome apathy and
barriers. If employees were given time off to attend health and
wellness sessions this might encourage greater participation.
Getting tribal government involved in employee fitness programs
has proven beneficial in some areas. This has the advantage of
non-health entities supporting wellness. Involving other
organizations in the community, especially the schools, has been
effective since they have the facilities for the conduct of
exercise programs. Charging a small amount for participation at
aerobics sessions would provide remuneration for the instructors
and aid in retention of volunteers.
Programs have established linkages with community-based
groups to assist in implementing we1lness programs. The service
unit health education program is a viable potential especially
when they are developing HP/DP programs which interface with the
Health and Wellness Committee and the Diabetes Awareness Program.
The Claremore Service unit has established linkages with the
diabetes program, the employee we11ness program of the tribe, a
local community college aerobics program, the State Health
Department, county extension offices., the Corps of Engineers
(Safety), the tribal substance abuse program, and the local
housing authority. Another program has linked with the Area
alcoholism program, schools, Indian clubs, local school system
teaching staff, parents, and a volunteer advisory group. A
service unit in Colorado became involved with the Colorado Trust,
a Durango-based diabetes project, the local CRRs, the mental
health program, the health education branch, and encouraged the
diabetes educator to promote home exercise during home visits.
One Area supported a HP/DP conference in addition to supporting
continuing education for the health and we11ness staff. A Navajo
Service unit established linkages with the Navajo power authority
and established a weight loss competition. Additionally, chapter
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houses participate in aerobics as well as the local Catholic
church which donates gymnasium space for local aerobics classes.
A program has established good linkages with the tribal offices
and programs and utilizes the wellness coordinator at the Area
Office.

In another program the CHRs provide nutrition and

exercise information to diabetics during home visits.

The tribal

recreation program provides exercise programs and aerobics
classes and supports the tribes alcohol program by promoting
abstinence through wellness.
Material provided by the ZWC ranked high on the listing of
informational materials used/useful to participants, especially
the HELP and the lOO-Mile Club booklets. Information on
nutrition, especially as it relates to diabetes, is a significant
need.

It was noted that the nutritionist at the Winslow Service

Unit has extremely effective visual material.

One respondent

remarked that Crane Communications produces useful materials
which they use extensively.

Another had ordered a

fitness/nutrition book from Baxter Travenol which came highly
recommended. Many stated that they use whatever they can find,
usually in magazines and through participation in wellness
conferences.

Especially useful is information

~n

weight-loss

competitions which combine awareness of obesity and nutrition for
effective weight loss.

It was reported that the Kansas and

Oklahoma State Health Departments have produced excellent
material on community wellness programs.

The American Cancer

society was also suggested as a potential source of wellness
material. The Nike e company was singled out as an excellent
source for their workshops on fitness.

Local universities,

community colleges, and fitness centers were recommended as
providers of materials which are useful to some programs.
In response to the question as to what types of how-to and
informational materials would be useful in assisting your efforts
at establishing health, wellness, and exercise programs the
preponderance of the respondents identified material on
conducting community-based exercise and wellness programs,
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community aerobics, cardiovascular and total body conditioning,
and involving the community in health promotion campaigns as the
greatest needs for information. Individuals suggested
information on nutrition, specifically as it relates to diabetes
as an information need. There was an expression of need for
health and wellness information produced by and directed at AI/AN
utilizing AI/AN as examples and their culture as the setting.
One program has developed an exercise prescription form which is
completed by the physician and used to refer individuals to the
Wellness Center. The program wishes help from other sources on
the format and content of the form. catalogs and information on
fitness equipment was identified as a need. Information which
evaluates appropriateness and ranks the fitness equipment would
be extremely useful to programs investing in this equipment.
The respondents identified the following topics as
especially useful if the IRS Diabetes Program was to conduct
another conference: A) information on changing community
attitudes regarding health and wellness in a cultural context; B)
information on how to involve the community in the health and
wellness program planning and management; C) other AI/AN
communities which have been successful in implementing and
maintaining wellness programs of all types; D) additional ideas
on fund-raising and grant writing to_ support expanded wellness
programs; E) information on exercise programs for senior
citizens; F) information on how to recruit males into the health
and wellness arena; and G) topics on motivation and certification
of aerobics instructors.

Many service units and tribal communities have been
proactive in establishing wellness programs. From the responses
it appears that the programs suffer from lack of funding,
staffing, and facilities. Additionally, there appears to be
apathy among service unit executives, staff, tribal governments,
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and community residents. Programs have attempted to overcome
these barriers through innovative techniques unique to their
communities. Informational material, especially that which
depicts AI/AN culture, is a significant need. There doesn't
appear to be a single information repository where programs turn
for assistance in establishing interventions. There may be some
reluctance to incorporate ideas from other program sUffering
somewhat from the "it's no good if it wasn't invented here"
syndrome. The shortcomings expressed by the programs are
represented in the respondents suggestions for future conference
topics.
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